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ABSTRACT
To facilitate optimal patient care and outcomes for in-patent cancer patients,
healthcare organizations often rely upon the coordinated efforts between specialized
teams of healthcare providers, working interdependently in a structure known as a
multiteam system (MTS). Healthcare meetings, such as Rounds, particularly those with
an interdisciplinary element, may act as care coordination mechanisms for in-patient
MTS. This research investigates an MTS operating within the Southeastern United States
whose teams use Rounds and other meetings called SNAP Huddles, to facilitate patient
care. Through qualitative analysis using interviews and observations, this exploratory
study aims to elucidate research questions relating to how Rounds and SNAP Huddles
facilitate MTS process and cross-team (implicit and explicit) coordination; how they
address inter-team interdependencies; and how these meetings provide differential benefit
to the MTS under certain conditions (e.g., patient complexity and different time points).
We discuss how our results contribute to research in the domain of MTSs, healthcare
meetings, and cross-team coordination within healthcare. We discuss the practical
implications of our research and how it may be used to inform cross-team coordination
efforts through healthcare meetings.

ii

DEDICATION

This work is dedicated to the wonderful friends I have made during my time in graduate
school. Their support, encouragement, companionship have been a constant blessing. I
also dedicate this work to the incredible healthcare professionals at the center of this
research. I hope this study contributes a fraction of the immeasurable good these
individuals bring to our society and communities through their tireless work.

iii

ACKNOWLEDGMENTS

I am forever grateful to have Dr. Marissa Shuffler as an advisor and mentor,
whose incredible work ethic and professional achievements are nothing short of inspiring.
Her support, guidance, and compassionate approach in her role as my advisor has a
source of great motivation and reassurance in my graduate school journey. I extend a
heartfelt thank you to my thesis committee; Dr. Dorothy Carter, Dr. Fred Switzer, and Dr.
Donald Wiper for the feedback, advice, and connections they provided me. Additionally,
I am forever grateful to the graduate students who helped make this research possible:
Katelyn Hedrick and Sydney Begerowski, and Phoebe Xoxakos who spend many hours
conducting observations, coding for qualitative analysis, and meeting with me to guide
the direction of this research. Their contributions have made this journey fun and so
much more impactful than it could have been if I were working alone. Also, I am
incredibly grateful to the undergraduate students who helped me collect my observational
data. To Ava Markham and Colleen McGarvey, thank you for spending those early
mornings in the hospital with me and countless hours writing up your notes!
This work was supported in part by the National Aeronautics and Space
Administration under grant #80NSSC18K0511. Any opinions, findings, and conclusions
or recommendations expressed in this material are those of the author(s) and do not
necessarily reflect the views of the National Aeronautics and Space Administration.

iv

TABLE OF CONTENTS

Page
TITLE PAGE .................................................................................................................... i
ABSTRACT..................................................................................................................... ii
DEDICATION ................................................................................................................iii
ACKNOWLEDGMENTS .............................................................................................. iv
LIST OF FIGURES ....................................................................................................... vii
CHAPTER
I.

INTRODUCTION ......................................................................................... 1

II.

BACKGROUND ........................................................................................... 4
Defining Multiteam Systems ................................................................... 4
Multiteam Systems in Inpatient Hospital Cancer
Care .................................................................................................... 9
Interdisciplinary Rounding in Hospital Care ......................................... 11

III.

RESEARCH QUESTIONS ......................................................................... 16
Interdisciplinary Rounding as a Multiteam System
Coordination Mechanism ................................................................. 16

IV.

METHODOLOGY ...................................................................................... 21
Grounded Theory Approach .................................................................. 21
Access and Research Context ................................................................ 23
Data Collection and Sampling ............................................................... 25

V.

ANALYSIS .................................................................................................. 28
Open Coding .......................................................................................... 28
Focused Coding ..................................................................................... 29
Consensus Coding.................................................................................. 29

v

Table of Contents (Continued)
VI.

Page

RESULTS .................................................................................................... 31
Composition and Focus of Rounds ........................................................ 31
Composition and Focus of SNAP Huddles ............................................ 32
Research Question 1A............................................................................ 33
Research Question 1B ............................................................................ 44
Research Question 2 .............................................................................. 48
Research Question 3 .............................................................................. 53

VII.

DISCUSSION .............................................................................................. 56
Theoretical and Practical Implications................................................... 56
Limitations and Future Directions ......................................................... 66
Conclusion ............................................................................................. 69

APPENDICES ............................................................................................................... 70
A:
B:

C:

Interview Quotes Illustrating Team Goals ................................................... 71
Themes and exemplary quotes of processes that are
important to consider for pre-brief and debrief
quality, and which occur before, during, and
after joint-rounding. ............................................................................... 72
IRB Approval for Current Research ............................................................ 73

REFERENCES .............................................................................................................. 74

vi

LIST OF FIGURES
Figure

Page

1

An Illustrative Example of a Multiteam System Goal
Hierarchy.................................................................................................. 5

2

The Complete Framework of Processes ...................................................... 35

vii

CHAPTER ONE
INTRODUCTION
Individuals who are admitted to hospitals for surgical or medical care come to
depend on the skills and expertise of many healthcare professionals. Cancer care is one
domain where patients are likely to require an array of cross-disciplinary care, and
multiple healthcare teams, to manage their complex cases while in the hospital. An
arrangement of teams is considered a Multiteam System Lee (MTS) when they embody
the following characteristics: (1) there are at least two distinct teams that are (2)
interdependent because they share a common goal that cannot manifest without
collaborative contributions from each team (Mathieu et al., 2001). By this definition,
cancer care is delivered by MTSs that include different teams of healthcare providers
who must align their goals and coordinate their activities to achieve the superordinate
objective of providing high-quality care to shared patients (Lee et al., 2016)
There is a double-edged sword associated with MTSs; on the one hand, they can
accomplish feats that are unattainable by single teams, yet, they are often large and
complicated structures, with teams distributed across space and operating under complex
and dynamic conditions (for review, see Zaccaro et al., 2020). This makes MTS prone to
breakdowns in coordination between teams and subpar system-level performance, unless
measures are put in place to fortify and safeguard the quality of cross-team collaboration
(Rico et al., 2018). Unfortunately, many United States healthcare systems suffer from
care coordination issues, which are often connected to breakdowns in cross-provider or
1

cross-team collaboration (e.g. Andel et al., 2012). This issue is especially prevalent in
cancer care, because the multifaceted, evolving, relentless nature of the disease often
requires the services and collaborative efforts of myriad medical professionals (Shaw et
al., 2018). The consequences of uncoordinated care can be staggering in terms of
financial cost to hospitals, and patient recovery and mortality (Levit et al., 2014).
Those who have researched healthcare delivery in hospitals using a MTS theory
lens illustrates how doing so can inform our understanding of where, why, and how
collaboration and coordination breakdowns occur (DiazGranados et al., 2014; Lee et al.,
2016; Weaver et al., 2014).Taking an MTS lens, or an MTS approach, identifying
systems that fit the definition of an MTS, and paying special attention to attributes and
properties that MTS science hitherto identifies as important in consideration of these
entities. For instance, that coordination between teams is centrally important to
performance outcomes; that shared goals and mutual dependencies between teams
determine which, where, and when coordination efforts are necessary; etc. These points
will be expanded upon in later chapters and are important precursors for identifying
where breakdowns in coordination may be occurring, and what ameliorators might be
taken as countermeasures. Several MTS researchers (e.g., Rico et al., 2018; Shuffler &
Carter, 2018) have identified an array of interventions and strategies that may be
implemented to drive effective coordination between teams in MTS and limit cross-team
breakdowns. In healthcare, interdisciplinary rounding (IDR) might function as such a, so
called, “MTS coordination mechanism”. IDR is characterized by a group or “team”
approach to patient rounding that is composed of multiple healthcare staff caring for the
2

same patient(s). IDR has been associated with better care coordination by way of
improved interprofessional teamwork (Henkin et al., 2016), but this author is unaware of
research that considers how IDR impacts coordination from a MTS perspective.
According to MTSs theorists, it is insufficient to target performance at the level of
teams when striving to improve healthcare outcomes, and notions associated with
‘teamwork’ may incompletely account for the demands of cancer care delivery (e.g.,
Lazzara et al., 2018). They call for research to adopt a multilevel perspective in studies
of care coordination in order to develop insights that will inform better cross-team
collaboration. Additionally, countermeasures such as coordination control mechanisms
should be carefully selected and tailored to support cross-team interactions and processes
needed for MTS goal accomplishment (Shuffler & Carter, 2018).
The present research considers these calls by exploring how and when IDR
impacts coordination across teams within a specific healthcare MTSs collaborating to
deliver inpatient cancer care. I use a qualitative approach which incorporates elements
from grounded theory (Corbin & Strauss, 1990; Charmaz, 2014), to study multiple cases
of rounding and other interdisciplinary healthcare meetings within the MTS context, to
explore whether, and how, they function as coordination mechanisms. In the following
sections I elaborate on details of MTS theory in relation to the inpatient hospital context,
and review literature on IDR to illustrate its potential use as an MTS coordination
mechanism.
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CHAPTER TWO
BACKGROUND
Defining Multiteam Systems
This chapter aims to provide an overview of some of the core considerations that
should be taken to identify and study MTS, including those operating in healthcare and
hospitals. These considerations relate to the goals that teams within the MTS do and do
not share and how they are structured, the nature of cross-team interdependencies needed
to achieve shared goals, and coordination processes that emerge in response to
interdependencies.
Goal Hierarchies
As stated previously, MTSs are identified when at least two teams are
interdependent in their pursuit of a common goal. Said common goals are characterized
as being higher-order, ‘superordinate’, or at the MTS-level as opposed to lower-order,
team-level goals which may or may not be shared between teams (Mathieu et al., 2001).
This conceptualization can be described as a hierarchy of goals, where higher-order goals
are accomplished via the achievement of lower-order goals (see Figure 1 for example).
To reflect the temporal relationship between goals, the terms ‘proximal’ (superseding)
and ‘distal’ goals are often used. Another consideration, closely related to the goal
hierarchy, is inter-team interdependence.

4

Figure 1. An Illustrative Example of a Multiteam System Goal Hierarchy
(Mathieu, et al., 2001).

Cross-team Interdependencies and Coordination
We understand that a fundamental feature of MTSs is the need for high quality
inter-team, and intra-team, collaboration (Dechurch & Marks, 2006; Marks, Mathieu, &
Zaccaro, 2001). A rule of thumb in MTS theory is that lower ‘team’ level goals tend to
demand only coordination among members within teams, whereas the highest, most
superordinate “MTS” goal(s) might require several, or all, component teams to interact
(Zaccaro, Marks, DeChurch, 2012, p. 9). As one moves up the goal hierarchy, so to
speak, the relative impact of inter-team compared to intra-team coordination activities
5

can increase (Marks et al., 2005). This was demonstrated by Marks et al. who adjusted
the degree of cross-team interdependence within the goal hierarchies of simulated
aviation MTSs, or in other words “the amount of cross team interaction required by goal
accomplishment.” (2005, p. 966) They found that when MTS goal hierarchy was changed
to require greater cross-team dependence, teams were impelled to place greater emphasis
on cross-team coordination, which entailed “orchestrating the sequence and timing of
interdependent action” (Marks et al., 2001, p. 363).
There are generally more challenges associated with coordinating across team
boundaries as compared to within (Davison & Hollenbeck, 2012; Luciano et al., 2018;
Marks et al., 2005). Activities associated with the former are often categorized as
boundary work or boundary spanning, which entails navigating external relationships and
maintaining the permeability of team boundaries with regards to information and
knowledge exchange, planning and strategizing, and negotiation and subversion (Ancona
& Caldwell, 1992; Davison & Hollenbeck, 2012; Faraj & Yan, 2009; Marrone, 2010).
To complicate matters, the patterns of boundary relationships that exist between
teams in an MTS can be dynamic and multiple. Interteam interdependence patterns have
been typologized as pooled, sequential, reciprocal and intensive sorts (Rentsch &
Staniewicz, 2012). When nurses going off shift hands-over information to oncoming
nurses, this is an example of sequential interdependence according to Luciano (2017).
Reciprocal interdependence describes bidirectional workflow, for instance the back-andforth bet (ween primary care and radiology may be reciprocal when diagnosing a
common patient’s condition (Taplin et al., 2015). Intensive interdependence requires
6

teams to work together simultaneously, mutually adjusting and coordinating activities in
a dynamic and flexible fashion. An example of this may be in surgical settings, when
surgeons, anesthetists, technicians, mutually adjust to one another’s actions and need to
coordinate in real time.
This section illustrates the complicated relationship between cross-team
interdependencies and cross-team coordination. The implication is that the extent and
nature of coordination can be differentially appropriate for different inter-team
interdependencies. Thus, understanding the type of inter-team interdependencies might
aid in identifying ways to improve coordination by implementing mechanisms to
facilitate or control it. The next section elaborates on so-called coordination mechanisms.
Coordination Mechanisms

DeChurch and Marks (2006), adds to the definition of coordination by asserting
that it includes the use of interventions and strategies to order activities, goals, and/or
knowledge between individuals (or teams) to successfully achieve a task or goal. This
alludes to the possibility of using coordination control mechanisms for the MTS’s
benefit. Shuffler and Carter (2018) provide examples of coordination control mechanisms
that can be leveraged to strategically optimize MTS coordination; these include
development of MTS charters and protocols for inter-team collaboration, enforcing rules,
routines, plans, meetings that stipulate how, when, and between whom inter-team
coordinated action should take place.
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Therefore, boundary work activities may be accomplished in different ways under
the guidance of difference coordination control mechanisms. For instance, boundary
work is often formalized within certain roles stationed across teams or within a single
‘leadership/coordination’ team (Davison & Hollenbeck, 2012). Or, cross-boundary
interactions might be less centralized with everyone interacting with everyone else across
component teams in an MTS (Lanaj et al., 2012).
Additionally, certain coordination mechanisms will support MTS coordination in
different ways, for instance by bolstering either implicit or explicit coordination. Implicit
coordination occurs when individuals anticipate one another’s needs and act accordingly
without overt articulation of coordination strategies (i.e., building shared mental models
which guide behavior) and may be facilitated by protocols, procedures, routines, etc.
Explicit coordination involves concerted, cogent, efforts to fulfill inter-team
dependencies and may occur through strategizing, planning, working together
intensively, etc. (Espinosa et al., 2004).
This section illustrates the multitude of approaches and considerations that may
be involved in oversight of coordination within MTSs. More can be said on the shaping
of coordination processes, types of coordination, and how these factors may interact with
various interterm interdependencies. To delve further into these issues is beyond the
scope of this proposal at this point. Should such considerations become apparently
important during research and investigations of healthcare MTS, they will be re-visited.
The next chapter illustrates how the above-mentioned features of MTS might be
identified in MTS operating within hospitals.
8

Multiteam Systems in Inpatient Hospital Cancer Care
We notice that the concepts of goal hierarchies, cross-team interdependence, and
coordination mechanisms can be found within research of the inpatient healthcare setting.
Particularly for cancer care, authors like Verhoeven et al. (2020) have described how
healthcare teams may experience interdependence (e.g., intensive, reciprocal, etc.)
because of shared work conditions and goals, and identified coordination mechanisms
(i.e., appointing designated coordinators, using common templates for clinical pathways).
Lee et al. (2016) draws upon MTS research to suggest that newly formed teams will
benefit from mechanisms that promote explicit over implicit coordination. Regarding goal
hierarchies, it is safe to assert that provision of high quality, high-value healthcare, are
‘distal goals’ shared by teams in the MTS. Lazzara et al. (2016) conducted a case study of
one cancer patient where the patient’s needs could be framed as goals that needed to be
achieved on a proximal (e.g., hourly, daily) or a distal (e.g. circa discharge) basis. These
goals were associated with services including diagnoses, treatments and care,
arrangements for continued out-patient support after discharge, etc. (see also Lee et al.
(2016) for similar examples), which might simply be thought of as what needs to happen
for a patient.

From above mentioned case studies, it appears that certain goals/needs/services
are tied in with particular disciplines and teams in the MTS. Thus, who needs to be
involved in achieving these goals gets at which disciplines and teams need to be involved
9

in the service delivery at certain points in time. Component teams often comprise such
disciplines as physicians, pharmacists, social workers, registered nurses, and nurse
practitioners, to name a few. The extent and nature of cross-team interdependencies leads
to how teams are (or ought to be) collaboratively involved, and how subsequent
coordination efforts are made.
Nurse-Physician Teams in Inpatient Multiteam Systems
MTSs are inherently complex entities, and healthcare MTSs are no exception
particularly when there is a need for multiple specialists, disciplines, and teams to
become involved. To reduce the burden of complexity, this research takes a special focus
on nurses and doctors in inpatient care MTSs. I will exemplify the broad goals and
activities held by members of these disciplines by drawing from a conceptual model put
forth by Glouberman & Mintzberg (2001a). Furthermore, I take this opportunity to
propose that registered nurses and doctors typically belong to two separate teams when
comprising the same MTS.
Glouberman & Mintzberg (2001a, 200b) conceptualized the complex modern
healthcare systems as being comprised of multiple “worlds,” two of which relate to
caring and curing. Curing involves delivery of specialized interventions (e.g., overseeing
treatment plans and prescribing surgeries or medicines), and is supported by caring that
usually takes place in busy nursing units and at the patients’ bedside (e.g. delivering
medications, monitoring recovery and complications). Respectively, they are historically
and traditionally tied to doctoring and nursing professions (see also Baggs et al., 1999;
Knoll & Lendner, 2008). Certainly, these disciplines must collaborate to care for
10

patients; research indicates that outcomes such as patient recovery and experience, (along
with worker satisfaction), are linked to nurse-physician coordination quality (Martin, et
al., 2010; Tang et al., 2013). Yet, their roles diverge in several respects: they have
different professional backgrounds, must work according to different standards and
schedules, and must therefore achieve certain “team-level” goals that are not necessarily
mutual. Under these circumstances, I demarcate bedside nurses and physicians as
belonging to distinct teams within MTSs.
Interdisciplinary Rounding in Hospital Care
As established previously, cross-team goal interdependencies necessitate
coordination. There are many mechanisms used in internal medicine to coordinate the
care of patients (see e.g., Lee et al.’s (2016) cancer patient case study). Widely integrated
coordination mechanisms for healthcare include technological platforms like electronic
medical records (Lee et al., 2013) oncology care models and clinical care pathways
(Verhoeven et al., 2020; Brooks et al., 2019; Feinberg et al., 2012), and the list goes on.
Within the inpatient context, one prevalent means of coordinating occurs via patient
rounding on hospital wards. Rounding, (traditionally conducted once a day by an
attending physician and their team of residents if within a teaching hospital) typically
involves in-person visits with hospitalized patients to discuss their condition and develop
their healthcare plan for the day (Beaird, 2019). While information is exchanged inperson between patients and physicians during round, details discussed, or decisions
made will often be conveyed asynchronously to professional stakeholders, such as nurses,
via the electronic coordination mechanisms, or even word-of-mouth or formal and
11

informal visits (Chelagat et al., 2013).
Instead of solo or single-discipline rounds, some hospital communities have
adopted interdisciplinary rounding (AKA multidisciplinary, interprofessional, teamrounding, joint-rounding, etc.). In their historical account of nurse-physician rounding
behaviors in the United States, Beaird (2019) explains how systems adopted an
interdisciplinary “team” approach to healthcare circa 1950. This entailed clinicians from
various disciplines conducting rounds together to address the needs of their mutual
patients. The practice has continued to grow in popularity, and often includes members of
additional disciplines such as pharmacists, social works, case management, hospitalists
(Bhamidipati et al., 2016) and even hospital chaplains (i.e., Kao et al., 2017) etc., and
remains perhaps the primary channels of direct interdisciplinary professional exchange
(Conn et al., 2009).
IDR is regarded as having myriad benefits because it drives interprofessional
teamwork. For instance, O’Leary and colleagues (2010) found that nurses rated
teamwork and collaboration with hospitalists higher when their units used IDRs vs not.
They also perceived improvements in the safety climate, i.e., attitudes and behaviors
associated with delivering care safely. Wickersham and colleagues (2018) found that
physicians perceived that increased teamwork with nurses due to IDR had improved the
efficiency and promptness of patient discharge. However, this sentiment was not echoed
by nurses who did, however, feel that the clarity surrounding daily care plans had
improved. Interpersonal outcomes associated with better teamwork due to IDR include
increased trust between disciplines, increased job satisfaction and sense of value at work
12

(Dominguez et al., 2005; Henkin et al., 2016). Research of patients’ satisfaction with
their hospital stay and care quality finds ratings improve when providers appear to be
functioning as a team, which can be demonstrated during IDR (O’Leary et al., 2016).
IDR has also been linked to more tangible outcomes relating to work efficiency,
and patient health and safety. A review authored by (Bhamidipati et al., (2016) cites
research that connects IDR use to reductions in patients’ Length of stay (LOS) in the
hospital, reduced hospital costs, and reductions in documented errors and safety
incidents. These outcomes are obviously desirable and are frequently used by hospitals
and insurance companies as indicators of care value which in turn is used to make
decisions about hospital reimbursements (e.g., Medicaid) (Levit et al., 2014).
This review of IDR research draws upon literature that falls outside of oncological
care, for the majority of IDR literature does not take place in such settings or does not
describe the unique demands of this environment as compared to other inpatient settings.
We note some interesting exceptions: Reimer and Herbener (2014) described how
gynecologic and hematologic oncologists scheduled their rounds on a particular unit so as
to not overlap thus permitting nurses to attend both rounds. Begue et al. (2012)
compared thoracic cancer patients in a particular unit, based on whether they did or did
not receive multidisciplinary rounds. This describes some apparent benefits for patients in
the former category (e.g., shorter hospital stays), and emphasizes that IDRs should
include discussion of cancer issues, but also the social, emotional, and psychological
impact that malignancy is likely to bring. Another study (Kao et al., 2017) that dived
deeper into the spiritual and psychological implications of facing death due to cancer,
13

studied IDRs which were not considered as such unless they included representatives
from hospital clergy, or chaplaincy, and psychiatry.
It must be said that there are divergent outcomes across research regarding the
objective and subjective effects of IDR; sometimes certain effects arise (e.g., better
patient satisfaction, LOS, error rates, etc.) and sometimes not. This fact is highlighted in
systematic reviews (i.e .Bhamidipati et al., 2016; Ratelle et al., 2019), where situationspecific variance in environment and in rounding structure are suggested to be the culprit
for divergent outcomes. Regarding the latter, a tapestry of IDR approaches or ‘models’
can be found in the literature (for reviews Beaird et al., 2020; Bhamidipati et al., 2016;
Ratelle et al., 2019). For instance, IDRs vary in composition, sometimes including only
two (e.g. nurses and physicians) or a range of professionals; IDRs may have consistent or
inconsistent start times; the setting for IDRs can range from a conference room, the
patient’s bedside, the unit hallway; the structure and process can differ regarding use of
scripts and checklists, specificity of leadership and other attendee’s roles. Other
operational conditions include the degree of commitment and engagement across parties
(Prystajecky et al., 2017) or the level of power or marginalization experienced by certain
professionals (Manias & Street, 2001).
All said, there seems to be benefits for inpatient healthcare that are arising when
interdisciplinary healthcare professionals interact in a synchronous, intensive fashion
through IDR. In this sense, there are comparisons that can be drawn between IDRs and
other processes that MTS go through to coordinate and collaborate, such as holding
meetings between representatives of MTS component teams. Meetings have been well
14

studied in their own right and as a facilitator of MTS functioning, e.g., by allowing MTSs
to reflect on previous action and prepare for upcoming performance periods (Smith et al.,
2020). Like meetings, IDRs may facilitate coordination through shared sensemaking of
previous or current patient conditions, as well as planning and preparation for further
care. At the same time, the benefits linked to IDR are not consistent across environments,
or in relation to clinical and fiscal outcomes. It is unclear why, how and when IDR has an
impact in the coordination of healthcare MTSs, and subsequent outcomes. The purpose of
the current study is to address and explore these unanswered issues.
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CHAPTER THREE
RESEARCH QUESTIONS
Interdisciplinary Rounding as a Multiteam System Coordination Mechanism
Healthcare literature has tied IDR closely to teamwork (e.g., O’Leary et al., 2016;
Wickersham et al., 2018), yet this author is not aware of attempts to apply MTS
framework and theory to the interdisciplinary rounding context. Therefore, this research
explores how IDR may function as a coordination mechanism that facilitates cross-team
/cross-disciplinary coordination processes. Re-framing our perspective of IDR through a
MTS lens may provide novel insights into how, why, and when IDR has impacts on
healthcare and hospital outcomes through influence of inter-team coordination processes.
The issues relevant to this research topic are not clearly defined; accordingly, I take an
exploratory approach in this study and pose research questions in lieu of specific
hypotheses. In the following section, I outline said research questions.

To understand how IDRs may function as MTS coordination mechanisms, it will
be necessary to explore how they operate and contribute to MTS processes in general.
Based on the literature, we can expect that these meetings will be used for patient careplanning and information exchange (Conn et al., 2009; Beaird, 2019), but due that there
are numerous models and structures these meetings may take (Bhamidipati et al., 2016;
Ratelle et al., 2019). It is important to explore the contents of discussions held during
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rounds, with a particular focus on how they appear to be impacting cross-team
coordination.
Coordination may take different forms (i.e., explicit and implicit) which can be
differentially supported by different kinds of coordination mechanisms (e.g. routines,
meetings, protocols, etc.) (Espinosa et al., 2004). It is unclear how and why IDR might
function to support implicit and explicit coordination. In Rico et al.’s (2018) framework
of MTS coordination, explicit coordination processes can entail direct interaction and
communication, which IDR inherently involves. The opportunity to construct care plans
and share and respond to novel information is indicative of IDR being an opportunity for
explicit coordination. There is evidence that IDR may have some benefit for implicit
coordination based on findings that contact made between physicians and nurses (e.g.,
through pages, calls, or in-person visits) can be drastically reduced post-IDR
implementation (Collette et al., 2017; Riegel, 2018), suggesting that the practice supports
shared understanding between professionals, and hence less need for explicit
coordination to occur outside of IDRs.
Based on the premises outlined above, we pose our first research question and
distinguish it into two parts. Part one of our research question endeavors to explore how
the activities that occur within rounds impact the higher-level MTS processes especially
in terms of cross-team coordination: Research question 1A. How do Rounds and SNAP
Huddles impact MTS processes and cross-team coordination? Part two of our research
question takes a special interest in how these meetings facilitate implicit and explicit
coordination within the MTS: Research question 2A. What role does Rounds and SNAP
17

Huddles play in terms of facilitating implicit and/or explicit coordination processes for
in-hospital cancer care MTSs?
Note that our research questions refer to Rounds instead of Interdisciplinary
Rounding and reference SNAP Huddles, another type of healthcare meeting. This is the
result of an amendment made to the research approach after gaining further insight into
the research environment early in our investigation (see p. 24 in Chapter Four for
clarification).
MTSs research tells us that cross-team interdependency structures arise because
of mutual vested interests that demand coordinated action across team boundaries
(Mathieu et al., 2001; Marks et al., 2005). Assuming that IDR functions as a sort of
coordination mechanism, it is of interest to understand how it relates to identifiable
interdependency structures in healthcare MTSs. Knowing more about this issue might
permit healthcare MTS to adapt IDRs or use them strategically or adaptively in response
to certain interterm interdependencies. Our literature review suggests that IDR provides
the opportunity for cross-team interdependencies to be identified, along with coordination
needs to be specified. For instance, research found that this may be achieved through
sensemaking and information sharing about a patient’s care plan (Leykum et al., 2015;
McAlpine, 1997). In the case of Miller et al. (2009), the interdisciplinary (as opposed to
unidisciplinary) rounds were particularly beneficial for real-time clarification, correction,
and confirmation of goal expectations and cross-coordination needs. Yet, it is not clear
how patterns of IDR processes, or their relationship to MTS outcomes, might differ
depending on the kind of cross-team interdependencies that exist for a particular MTS.
18

The following question aims to explore this issue: Research Question 2. How are crossteam interdependencies acknowledged and addressed during Rounds and SNAP
Huddles?
With the understanding that Rounds can take numerous forms and work to
address multiple healthcare issues, comes the question of whether rounds with different
foci have differential impact on the MTS. Recall that distal, MTS goal sit atop a
hierarchy of goals pursued by subsystems of the MTS (see Figure 1). In the current
research, we might assume that healthcare teams’ (e.g., nursing and physician teams) goal
hierarchies relate to what patients need and when which can be is subject to change. For
example, patients in the hospital may require more attention from nurses in the early days
after having surgery, as compared to later on during their hospital stay. Presumably,
rounds that realize this need, and focus to address cross-team interdependencies
associated with this need, will be more effective in such cases.
To our knowledge, research on how and why IDR might have different impacts
when goal hierarchies differ, or under different levels of complexity, is scant. One
exception comes from Dunn (2017), who compared a unit that practiced IDR with that of
a control unit. They found no differences in patient length of stay or measures of clinical
deterioration unless patients were transferred from more acute units. It appeared that IDR
was more effective for more complex patient populations, and/or when there was a
greater need for interprofessional coordination (e.g., across care units). To further explore
how rounds with different purposes and focus may impact the MTS under different
circumstances (e.g., patient or MTS complexity, patient needs) we pose the following
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research question: Research question 3. Do Rounds and SNAP Huddles have differential
benefit under different circumstances (e.g., patient case complexity, MTS complexity).
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CHAPTER FOUR
METHODOLOGY
Grounded Theory Approach
Grounded theory is a qualitative methodology used to develop or discover
theories about social processes (Corbin & Strauss, 1990; Barney Glaser et al., 1968), and
is appropriate to use when there is an absence of models or theories to describe processes
within a particular domain or context, or when a particular theory demands adaptation for
a particular context (Creswell & Poth, 2016, p. 138). As previously discussed, there are
many conceptualizations of coordination within MTS of various kinds, including some
within the cancer-care context (e.g., DiazGranados et al., 2014) Also, there is a body of
research that points to IDRs as a strategy to enhance coordination between healthcare
professionals caring for hospitalized patients via improved teamwork practices. However,
there are no models or theories that currently endeavors to understand how Rounding
practices may function as a coordination mechanism for collectives of nurses and
physicians characterized as members of the same MTS. The methodology advocated by
grounded theory can move us towards development of a MTS theory of interdisciplinary
rounding or inpatient hospital care.
Researchers who use Grounded theory will take an objectivist or constructivist
approach to theory development. The latter is embodied in the earliest forms of grounded
theory, epitomized in the work of Glaser (1990, 1998) and adopting a positivist
orientation towards development of theory. The epistemological underpinning of this
orientation means that methodology is empirical, seeking to uncover theories that explain
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and predict, and are valid and generalizable (Charmaz, 2014). Constructivist grounded
theory presents an alternative methodology to uncovering theory, rooted in an
interpretivist episteme that considers reality as multiple, emergent, not fully determinant,
and subject to the individual interpretation of participants and researchers, which is
influenced by individual experience and social and historical context.
The current research was conducted in the spirit of Charmaz’s (2014) constructivist
grounded theory approach. This resulted in a flexible research approach which embraced
the principles of constant comparison which is core to grounded theory. The constant

comparative method means that analytical insights from initial observations or interviews
can inform later ones on a continuous, iterative basis. Indeed, the current research
underwent several changes in focus based on information gained during the initial stages
of data collection which will be outlined in the following section.
During data collection, it became apparent that interdisciplinary rounding, as it was
laid out and defined in this research’s proposal, was not being observed. Namely,
rounding did not include registered nurses on a consistent and predictable basis.
However, rounds regularly included the physician team’s nurse navigator, and thus
retained an interdisciplinary element. Given the ambiguity of what it means to have an
“interdisciplinary” round in these cases, the aim of this research underwent a semantic
change where interdisciplinary rounding was changed to rounding. Additionally, it was
discovered that nurses and case management (two teams within the MTS) held daily
meetings called SNAP huddles. Given the rarity with which nurses were observed during

22

rounding episodes, observers began attending these SNAP huddles in order to understand
and observe MTS functioning from another perspective.

Access and Research Context

This research was be conducted in collaboration with healthcare leaders operating

within a southeastern US teaching hospital, specifically within an in-patient unit for
surgical and medical treatment of cancers. Our collaborators on this project are leaders in
the healthcare unit, and advocates for the implementation of organizational science in
quality improvement initiatives. Without them, it would be impossible to access the
inpatient setting and the MTSs that operate there. These individuals serve as a bridge
between the researchers and the researched population. They will contribute to
knowledge production because of their subject matter expertise (i.e., knowledge of
healthcare systems, structures, processes, and culture, and relationships within this
environment, etc.). The following section will provide details of the inter-team system
(composed of nursing and physician teams) and the milieu in which they operate.
This inpatient “nursing” unit houses 20 beds and therefore a maximum of 20
patients. Patients are admitted under the care of one of three oncology groups who
specialize in distinct cancers and cancer care. One of these oncology groups place a
relatively strong emphasis on conducting interdisciplinary rounding, which they define as
necessarily including core members of their team and members of the nursing team
assigned to care for their patients on any given day. The nurses within this unit provide
care to patients from all three oncology groups. The ratio of bedside nurses to patients is
1/5 during daytime shifts. This entails a maximum of 5 bedside nurses on shift at any
point, who may have a different set of patients to tend to for every shift.
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Physician component team. The core members of the oncology team include
attending physicians, a Nurse Navigator, and resident physicians. An individual from
each of these disciplines can be expected to consistently attend Rounds, which occur
daily at a time set by the lead attending physician on duty. The attending physicians (AP)
are the most senior members of this team and are also responsible for training resident
physicians. A patient will technically be admitted under the care of one of the APs within
this team. However, as a team, the group aims to keep consistency in their practices and
co-manage patients. The AP on staff leads the IDR team; therefore, a patient is not
always greeted by their personal physician when the Rounding team arrives.
Resident physicians (RPs) are doctors in training. Where possible, each RP on
shift attends the daily Rounds. There is frequent turnover of RPs; an entirely new group
will enter the team approximately every month, specifically, 13 times a year.
The team also includes a nurse navigator (NN). This individual strives to attend
every Rounding session and may be more or less involved in a patient’s care depending
on the patient’s particular needs. The NN’s responsibilities include assisting patients to
coordinate their care by gaining them access to distally located specialists, scheduling
appointments and follow-up for patients, and educating patients and their families on
medical issues pertinent to the patient’s care, treatment, and discharge plans.
Nursing component team. The nurse staffing pool amounts to 15-20 individuals.
These individuals differ in their competencies, and therefore the types of procedures and
patient populations they are qualified to work with. Bedside nurses have up-close and
frequent opportunities to witness the patient’s physical condition, reception of treatment,
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mental faculties, and more, making them a source for vital information. They are, in fact,
required to visit patients every hour. However, since a patient will likely have a different
bedside nurse from one day to the next, and since these nurses have multiple patients
located across the unit, it is not always possible or practical for nurses to attend the
Rounds when it is conducted by the oncology team. Nurses are managed by the unit’s
Nurse Manager, who has responsibilities in financial, and nurse resources management
along with monitoring of quality standards.
Case Management component team. The hospital unit includes staff who manage
patient cases, with a central focus being monitoring admissions and discharge which can
include expediting tests and medicines to reduce prolonged stay, arranging for services,
plans, and resources to be in place during and after their hospital stay. The central
member of this team is the appropriately named Case Manager. A Social Worker also
aids in case management issues in terms of advocating for services and plans patients
may need during and after hospitalization. The Nurse Manager is involved in this team,
as well as the nursing component team through their managerial role. For instance, if
there are significant discharge barriers identified, the Nurse Manager may escalate issues
in order to resolve them.
Data Collection and Sampling
Observations
Field observations were carried out by trained graduate and undergraduate
observers, instructed to capture discussions, processes, and events as they unfolded
during Rounds and SNAP huddles in as much detail as possible without interfering in the
25

professional work taking place. Observations consisted of unstructured notes, taken with
paper and pencil, of processes, interactions, key events, and time frames such as the
duration of rounding episodes. Observations occurred between the hours of 6:00 AM and
10:00 AM. Where possible observations were conducted by pairs of observers which
allowed more details to be captured.
Observers were also encouraged to make note of their subjective interpretations,
reflect on their meaning-making processes by considering their emotions, experiences,
and assumptions in the field and during analysis. Observers were encouraged to wait no
longer than 2 days before transcribing their field notes, to limit the amount of information
lost due to faded memories of the event. Notes were typed up and uploaded to a secure
database, namely Box, accessible only to the researchers involved in this study and not to
hospital employees.
Informal Field Interviews
Observers took opportunities to hold informal conversations with healthcare
professionals where possible. Primarily, these functioned as a way to clarify and gain
insight into events or behaviors that were being observed.

However, informal

interviews were very limited due to the primary objective which was to avoid interfering
with the work of these professionals.
Formal interviews
Formal Interviews with members of the medical group, and nursing group, were
conducted in the summer of 2020. These interviews were held in order to establish the
structure of the MTS, from the perspective of healthcare professionals who work in it,
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and to explore the use of IDR in this context which included asking about critical
incidents. We prompted participants to describe their understanding of the purpose of
Rounding episodes in terms of objectives and goals, as well as the processes that
typically occur in terms of behaviors and activities. Our protocol included a critical
incident component where participants were directed to describe, in detail, specific
instances of Rounding which they had personally engaged in and had an apparent impact
on the MTS performance. We asked participants to think of several examples of jointrounding instances where MTS performance was impacted positively and negatively, and
how this related to the meeting processes that occurred during the round. Our interview
also requested opinions about quality improvement with regards to joint-rounding
processes. No additional formal interviews were held during the observational period,
due to the busy schedules of the healthcare professionals, save for a single interview with
two residents held on the final day of our data collection.
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CHAPTER FIVE
ANALYSIS
Open Coding

Initial “open coding” entailed three SMEs going through field notes and informal

interviews line-by-line to identify observable action processes. Coders grouped and label
observations using “gerunds”, action words ending in -ing i.e., “discussing, informing,
teaching”. This strategy assists in keeping codes descriptive and close to the data. Ideas
and perspectives described in MTS theory were used as sensitizing concepts. Sensitizing
concepts are described by Charmaz (2014) in the following way: “Sensitizing concepts
give researchers initial but tentative ideas to pursue and questions to raise about their
topics. Sensitizing concepts can provide a place to start inquiry, not to end it.” In the
case of this research, sensitizing concepts were embodied through the research question
put forth, and the MTS lens through which this study is being approached. Thus, open
codes also consisted of terms such as “team(s), proximal and distal goals, between- and
within-team, coordination”.
Open coding was split between three coders who were also involved in the
qualitative data collection process. Each observation of Round or SNAP huddle was
coded by at least one coder. At the end of the open coding stage, coders filled out postcoding questions about the extent to which they believed each of the reprised research
questions could be answered with the current dataset. This step was taken to gauge
theoretical saturation and determine where additional data collection may be needed in
future research to answer some, or all, of the research questions.
28

Focused Coding

Focused coding involves integrating and synthesizing initial codes into broader

categories of meaning. The second phase of coding was conducted by a single coder, who
explored and compared open codes to identify higher-order codes and themes that
appeared to be the most significant in describing how Rounding impacts coordination
processes between teams. Formal interviews, undertaken before observational data was
collected, were also used to inform open codes.
During the focused coding phase, regular meetings were held between the author and
the two other coders involved in the open coding process to discuss and interpret the data.
These meetings helped to inform the emergence of focused codes.

Consensus Coding

Once a set of focused codes emerged, these were presented to the other two coders.

Using this framework, they coded excerpts from observational field notes to establish
cross-coder agreement. Through meetings and asynchronous discussions, discrepancies in
which codes were applied to which excerpts were resolved, minor changes to core themes
and definitions were made. A total of 50 excerpts from the field observations were
identified, coded, and compared across coders to reach agreement on the final themes
identified. Between the first and second round of coding, the origin of the exemplars were
counterbalanced, such that exemplars of process themes that were pulled from field notes
of Rounds, were pulled from SNAP huddle observations during the second consensus
coding.
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CHAPTER SIX
RESULTS
Based on analysis of our observational data, we came away with a framework
detailing processes that occur within Rounds and SNAP Huddles. For a depiction of the
complete framework of processes, subprocesses, and definitions, see Figure 2. The results
are primarily based on observational data but are supplemented with relevant findings
and related examples from our preliminary interviews (see Appendices). Prior to
delineating this framework, we provide a breakdown of our observational activities and
what they reveal about the composition and purpose of Rounds and SNAP Huddles.
Composition and Focus of Rounds
Over 6 weeks, approximately 30 hours of observations were conducted. A total of
16 rounding episodes and 17 Snap Huddle episodes were witnessed. Within the Rounding
observations, a total of 95 unique patient discussions were observed.
When it came to the structure and composition of rounds, we found that the group
consistently included an Attending physician and at least one Resident physician, and
usually a Nurse Navigator (NN). For 66 out of the 95 patient discussions, the nurse
navigators were present; in fact, this individual was only absent to this extent because
they had vacation time during our research period.
Occasionally, but not consistently, Registered Nurses (RNs) would become
members of the rounding group. Their involvement was usually due to happenstance, i.e.,
being in the vicinity of the rounding team and either voluntarily joining in or being
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requested to participate briefly. At times, nurses were asked to join the rounds on a more
formal basis, i.e., being called by a physician and asked to make their way to the group.
Nurses’ participation was limited because not all of the patients discussed during an
episode of rounding would be shared by the nurses. Therefore, nurses would transition in
and out of the rounds to discuss shared patients. Out of the 95 patients who were
discussed during the total observation period, 30 of these discussions involved a
registered nurse.
Rounds places emphasis on discussing curative measures, medical treatment and
recovery; for instance, take the following field note quoting an Attending Physician as he
instructs a resident physician on how to provide patient briefings “Tumor, timeline,
treatment, disease status". Our observation of the objective of Rounds, to elucidate
patient status and develop further plans of care, fall in line with previous research on
rounding and Interdisciplinary rounding (e.g Beaird, 2019).
Composition and Focus of SNAP Huddles
The composition of SNAP huddles included the unit’s Nurse Manager, Case
Manager, Social Worker, the appointed head nurse, and at times a dietician. Registered
nurses who were otherwise busy caring for patients on the floor, attended SNAP one-at-atime and for a short duration to deliver updates about their assigned patients.
The ‘SNAP’ in SNAP huddles stands for Status Now Action Planning, and is a
structured intervention designed to support patient throughput and timely progression out
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of the hospital. The focus of SNAP huddles is on patients’ length of stay, to ensure they
do not exceed the length of stay according to national standards, and identification of
barriers that are impeding progression and discharge goal. This is to limit overcrowding
in hospitals, and to manage costs and insure the hospital receives reimbursements. This
purpose was in-line with formal (Appendix A) and informal interviews held with medical
professionals. The information of particular interest to the members relates to patients’
estimated date of discharge, any barriers to discharge, and the additional activities or
resources needed for discharge to be executed effectively. Also, what the patient needs in
their post discharge – housing, medications, hospice, etc.
Research Question 1A – How do Rounds & SNAP Huddles impact MTS processes
and cross-team coordination?
Because the members of Rounds and SNAP huddles belong to the same MTS
when their patients are shared, we know that the processes that occur within these
meetings contribute to the functioning of the MTS. In order to address the first research
question, it was necessary to identify which processes were central to Rounds and SNAP
Huddles. Through qualitative analysis for process themes, we identified that information
is being shared, clarified, and used to strategize further care plans for shared patients. The
following sections will outline these process themes, and related sub-themes (see Figure
2), identified from our qualitative analysis, along with definitions and two examples of
each. The two examples are excerpts of field observations from Rounds and SNAP
huddles, which will illustrate how the processes were seen to occur in both.
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Figure 2. The Complete Framework of Processes and Accompanying
Subprocesses Observed as Occurring During Healthcare Meetings.
Informing
The first high-order process theme identified is Informing. This process is broadly
defined as follows: Sharing information, in an unprompted manner, about the patient’s
current, and historical condition along with updates about care-plan activities as they
stand. This appears to be important for understanding the contexts of the patient in order
to make further care decisions. The responsibilities that members of Rounds and SNAP
benefit from both.
Several lower-order processes were categorized under this theme; these subprocesses specify the type of information that tended to be shared during Rounds and
SNAP huddles. Please note that the italicized text in the examples to follow directly
illustrate the process sub-themes. The surrounding, un-italicize text acts as additional
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context. Each example will be accompanied by unique ID which may be referenced again
in later portions of the results and discussion.

Patient History and Context. This captures information about patients’ personal
history and context including that which concerns their medical, physical, social,
psychological, and economic circumstances:

Nurse Navigator provides context of a patient's personal
history, including losing house and job during treatment. Nurse
Navigator clarifies that [the] patient is getting [a] nephrostomy tube
put in and it is painful. (3/25, Rounds - R01)
The group starts sharing information about what they know
the patient's home situation to be like; Case Manager says she
believes the patient has a younger sister that can come help [the
patient at home]. (3/25, SNAP Huddles - SH01)
Patient Status. This captures information about recent events and activities that
elucidate patients’ current health, medical standing, and progression:
There was one barrier to the patient leaving - voiding on her
own. They offered her discharge but it was refused. The catheter is
out and she has voided on her own. The goal is for the nurse to get
the patient out at 10. (4/15, Rounds - R02)
Nurse gives an update about the next patient. Case
Manager adds that for this patient they attempted to advance to a
regular diet. The Case Manager also ordered a PTM [for the
patient]. (4/6, SNAP Huddles -SH02)
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Activities in Other Teams. This concerns informing others about the activities,
status, or sentiments pertaining to, or put forth by, individuals in other hospital teams, and
not present during the Rounds or SNAP Huddles.
Resident gives update: pulmonology came to see [the
patient] to make an assessment of how they think she would do for
surgery. [Pulmonary] said [the patient] was a moderate risk
because of her chronic steroid use she would need stress dose
steroids if [they were to] operate. (4/20, Rounds - R03)
[About discharge for a patient] Nurse says that [the patient's
attending] says he wants her more stable [before discharge] which
could take many days. [According to the Nurse] the Attending says
he is going to get her some liquids to sip on. (4/27, SNAP Huddles SH03)

Upcoming Events & Goals. This involves informing others about the current care
plan and associated goals, events, and activities as they align with the patient's current
care status.
Rounds: Resident gives today's plan for Patient. She said
she put patients on prophylactic Lovenox. Goals are to pull foley
out, get ambulating, tolerate PO [food by mouth]. Resident says
she 'thinks the patient needs to need a few more goals but is moving
in the right direction.’ (4/6, Rounds - R04)
Registered nurse said [this patient is] post op day 6.
[Patient has a] clamped NG tube. No nausea but pain. Patient told
her chemo is tomorrow. She said Sunday/Monday [will be the day
she goes] home. [The head Nurse writes on the board] the day of
discharge. (3/25, SNAP Huddles - SH04)
As exemplified through the above examples, informing about events related to
patient history and context, patient status, upcoming events and plans, and activities in
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other teams were both important elements of Rounds and SNAP huddles. Generally, they
allow members to be updated on recent events and upcoming plans. However, the
different purposes of these meetings mean there are some differences in the degree to
which Rounds and SNAP Huddles emphasize the medical treatment aspect of patients’
care plan compared to the discharge aspect, although the latter is of import to both
meeting groups as it is a superordinate MTS goal. This is well illustrated in the excerpts
for Upcoming Events and Plans.
The Activities in Other Teams theme draws particular attention to how
information sharing during Rounds and SNAPs assists in cross-team coordination.
Through these meetings, news of other facets of the MTS may be transmitted which
should help update shared mental models of MTS activities and processes, positioning
the members of these meetings to respond appropriately.

Gaining Clarity
This process captures exchanges between individuals in Rounds and SNAP
Huddles, e.g., asking and answering questions, that result in contributing, correcting,
confirming, and locating information to clarify patients' situations and inform care plans.
The sub-processes are much like those housed under the Informing process, with
differences being that information is being clarified as opposed to merely shared and
occurs due through an exchange between one or more individuals. Again, the following
examples are taken from Rounds and SNAP Huddles, as they occur in both.
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Patient History and Context. This involves clarifying details related to personal
history and context including that which concerns their medical, physical, social,
psychological, and economic circumstances.
Attending asked how [the patient] ended up in the hospital
since she has an oncologist. [The Registered] Nurse said she was
at Hillcrest, which is in the hospital network. (4/1, Rounds - R05)
Nurse wonders whether [discharge] vouchers might be
needed for [a particular] patient. Case manager said, no, she's got
Medicaid Blue choice. (3/30, SNAP Huddles - SH05)

Patient Status. This relates to clarifying details related to recent updates, events,
and activities concerning patients’ current status, their care plan, and progression.
Attending asked how [the patient] ended up in the hospital
since she has an oncologist. Nurse said she was at Hillcrest, which
is in the hospital network. (4/1, Rounds - R06)
The Case Manager asks [whether the patient received]
"any dressing changes?” Registered Nurse: “don’t think so”. (3/25,
SNAP Huddles - SH06).

Upcoming Events & Goals. This involves clarifying details related to upcoming
procedures, activities, and care plan progression and associated goals.
[Rounding group had approached Nurse to discuss a patient].
Attending asks: "anything you need from us?". Nurse asks if they
are going to place a drain today. Attending says no. (4/28, Rounds R07)

There was one patient the group was confused about
[regarding the care plan]. The Nurse Manager double checked with
the nurse that he understood, [the nurse said] the patient was
admitted for surgery that wouldn't take place until 2 weeks from
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now. (3/30, SNAP Huddles - SH07)
Activities in Other Teams. This involves clarifying details related to actions,
activities, or sentiments put forth by individuals in other hospital teams.
[Resident describes the] plan: lovonox teaching, walking
around, Hospitalist helping with hypertension. Resident says [we]
just need to manage hypertension. Attending asks about hospitalists
again. Resident said they are consulted, and they had changed her
regiment. Resident had asked hospitalists to assist with changing
something to help with her blood sugars at home. (4/13, Rounds - R08)
Nurse gave updates about the next patient. The Nurse
Manager asked if the [patient's Attending] had seen this patient yet
and the Nurse said yes. (4/15, SNAP Huddles - SH08)
Searching for Information. This relates to searching for, or planning to search for,
information needed to resolve issues and establish a care plan and goals.

[There are questions about whether the patient had gotten
some images back, which would show if a tube had been properly
placed in the patient. Resident gets on her phone. Resident is reading
something from her phone, and seems to say that it [an image] had
been ordered and [the image showed that] the tube was in the right
spot. (4/8, Rounds - R09)
[Nurse was not available to attend SNAP. Nurse Manager
asks Case Manager to [give updates about the] absent nurse's
patient. Case Manager is going through based on notes submitted.
Case Manager: 'lets see if I can figure something out". Case
Manager is trying to figure out what happened on Friday. She reads
verbatim some goals of care regarding the family. Nurse Manager
adds that he was in with this patient they are talking about and that
the patient said they are gonna have surgery, but when he asked what
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kind the patient didn't know. Case Manager searches for
information in the notes about surgery and finds something [related
to the kind of surgery the patient is getting]. (15/4, SNAP Huddles SH09)

In its entirety, the Gaining Clarity process illustrates how members use Rounds
and SNAP Huddle to better understand information that was shared by others, or to ask
for information on un-discussed subjects. From the examples provided, members may
need to gain clarity about the patient’s situation, activities occurring in other teams and
upcoming events, or use the time to locate missing information. For the MTS, these
activities may work to bring system-wide processes into alignment as it provides the
opportunity for individuals to seek the information they need and check their
understanding with others. The excerpt taken from SNAP Huddles for the activities in
other teams process illustrates how members of this group had the opportunity to find out
whether the Attending from the rounding team had made contact with the patient yet. In
this case, the Registered Nurse served as a boundary spanner between the two meeting
groups.
Strategizing
This process entails discussions that result in establishing plans of care and
implicated goals. The following sub-processes relate to the forms these discussions were
observed taking within Rounds and SNAP Huddles.

Establishing Care Plans. This involved strategizing for the purposes of laying out
the course of action to progress patient care and/or achieve specific goals.
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[The patient’s Registered] Nurse came by and said the
patient is doing well. [The Resident] recaps that they want to
coordinate for her [the patient] to be healthy at home. The nurse
notes her care is a mess. Nurse mentioned the son is home and [the
patient] was admitted for [pain] control. Mention her BP and insulin
are all over the place. They are going to keep her today and come
back when her family is there. They note they need a lot of
coordination & following back up with the family once the patient
is at home. (4/1, Rounds - R10)
Nurse said this was the patient that had issues of abdominal
swelling, Nurse manager and Case manager agreed to push for
discharge tomorrow and give oxy for pain in meantime. (4/15, SNAP
Huddles - SH10)

Establishing Contingencies. Here, strategies involved laying out goals or courses
of action that may be pursued depending on certain contingencies.
The Resident said another concern is that the patient's fluids
are not where they should be. The Resident suggested revisiting the
patient after rounds to check fluids again. Attending said patient's
urine output is not good but not horrible. If urine output increases,
the catheter may be able to come out later today and discharge
tomorrow if the patient can "shuffle around“. (4/15, Rounds - R11)
[Nurse reports that] we'll plan for discharge tomorrow if
[the patient's] pain [is] controlled and blood pressure [gets more]
stable. (4/14, SNAP Huddles - SH11)
Coordinating with Other Teams. This sub-process involved the planning
interactions and activities that involve working with individuals on other teams to achieve
a goal or execute a plan.
The Attendant said that someone wrote to him presumably
the patient's surgeon ...who said that she needs to sit today.
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Attending asks the resident if he knows the surgeon's cell? Attending
tells her to text him directly to ask what is needed for the patient for
today. Attending and resident exchange the number. (3/30, Rounds R12)

Nurse [had been told by the patient that the patient's] chemo
is starting tomorrow. She said Sunday/Monday [the patient will] go
home. The Nurse doesn't know if they are stopping [the patient's]
Total Parenteral Nutrition or [if it will be cyclic. The Dietary
clinician [AKA nutritionist] notes that she will call them [the group
handling TPN]. (4/21, SNAP Huddles - SH12)
Adjusting Care Plans. This involves making adjustments to a care plan and
related goals based on shared information or discussions.
Resident reports that [we] had everything ready for her
[patient] to get discharged yesterday but surgery said they had the
wrong wound vac set up at her home. They wanted variflow for this
patient. Attending said he never heard of that before and asks for
more info about this variflow. Resident describes what it is.
Attending asks Resident to look more into it. Resident starts to say
that we need to let case management know. Hopefully she can go
home today. Nurse Navigator read in a note from a wound nurse that
you change this out 3 times a week. Attending asks if she can go
home with the other version in the meantime. Residents both say no
and explain why. Nurse Navigator was like "we didn't know that" in
an 'oh well' sort of tone. Resident says it's all good and we'll figure
it out - reassuring. (4/13, Rounds - R13)
[About a patient that is getting discharged into an assisted
living facility] Case Manager says to the Nurse that she will arrange
a COVID test for the patient. The Social Worker says "hold off on
that" because that would generate more paperwork for them. Case
Manager says ok, and then says to the Nurse to never mind that
then. (4/6, SNAP Huddle - SH13)
Strategizing is where we see care plans being discussed and developed within
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Rounds and SNAP Huddles. Given that Rounds include individuals who have the greatest
authority over the direction of a patient’s care (e.g., the Attending), strategizing plays a
greater role in Rounds than it does in SNAP. However, as the experts illustrate there is a
degree of strategizing involved in both.
Pedagogy
The final process was not found to occur in SNAP Huddles but occurred in
Rounds between Attending and Resident physicians. It involves exchanges that are meant
to educate individuals in healthcare, medicine, and the procedures involved. It entails
teaching, learning, lecturing, and quizzing about medicine and healthcare. There were no
sub-categories specified for this process, however the following excerpts (both from
Rounds) illustrate the different form these processes may take. The first excerpt relates to
pedagogy around medicine, and the second involves the pedagogy around the process of
rounding itself.
Attending then brings up the patient's TPN [Total Parenteral
Nutrition], he wants the Residents to think about nutrition and
balancing it. Attending starts quizzing Resident about how many
calories someone needs for their body weight and hints that there is
a formula. Another Resident guessed after some silence, but the
formula he starts to recite was for urine output. The first Resident
could also not remember. Attending asks if she wants a lifeline with
some laughing, the response from the group is yes. (4/6, Rounds - R14)
Resident begins giving report on patient. Attending gives the
Resident feedback on the way he should deliver reports, pointing out
to the Resident that 'I don't know what it is you don't know'. The
Attendees talked about the way presentations should be done: "
tumor, timeline, treatment, disease status". Attending helps the
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Resident fix his presentation and tells him to "try again." (4/13, Rounds
- R15)

Research Question 1B – What role does Rounds & SNAP Huddles play in terms of
facilitating implicit and/or explicit coordination processes for in-hospital cancer
care MTSs
To address this research question, we will again consider each of the processes
identified from our qualitative analysis, in turn. When analyzing our results for each of
the processes in our framework, we notice a natural overlap between the informing and
gaining clarity processes, and the strategizing and pedagogy processes. Therefore, we
will group said processes into two separate sections.

Informing and Gaining Clarity
Explicit Coordination
In general, explicit coordination is plainly apparent through the processes of
Informing and Gaining Clarity, in both Rounds and SNAP huddles. Indeed, the formal
nature of Rounds and SNAP Huddles are explicitly designed to provide coordination
opportunities via these activities. This extends to formal documentation that should be
made after certain decisions are made, and imputed into the Electronic Medical Record
system, Epic. As we know, the information shared and clarified pertain to Patient Status,
Patient History and Context, Activities in Other teams, and Upcoming Events and Goals.
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The process of Searching for Information additionally exemplifies efforts to achieve
coordination by explicating what information is missing and working to locate it.
Certain members are consistently relied upon to share information (e.g., Residents
during Rounds, and RNs during SNAP Huddles), and follow-up discussions are taken as
opportunities to provide further clarity and are often initiated by senior members of the
groups (e.g., Attendings and Nurse Manager). Thereby, these members reach
coordination through explicit processes of sharing, asking, and answering questions, and
propel the transfer of information to other parts of the MTS through documentation or
plans for in-person, cross-team discussions.
Implicit Coordination
In both Rounds and SNAP Huddles, individuals deliver, unprompted, information
about the Patient Status, Patient History and Context, Activities in Other teams, and
Upcoming Events and Goals which they know will be needed by members who attend
these meetings. This is due to an implicit understanding of the purpose and structure of
these meetings, what role members play within them, and an awareness of one another’s
needs. Our observations suggest that this efficiency can help expedite the transfer and
discussion of information, and the meetings themselves serve as routines to update
members of information happenings outside of their purview, thus maintaining the shared
mental models of members when it comes to patients’ situations and MTS activities.
Naturally, it is difficult to overtly observe information that is implicit, concealed in subtext, or requires professional expertise to understand that the observers may lack.
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Additionally, it is difficult to know to what degree the information shared was accurate
and whether the shared mental model of MTS situation and function is accurately
portrayed in all cases.
Gaining Clarity may be less indicative of implicit coordination processes, as the
nature of these processes entail overt efforts to get and give information, which is more
indicative of explicit coordination. In fact, lack of discussion may be indicative of more
implicit coordination which is a trend observed more often in SNAP Huddles compared
to Rounds. Our observations reveal that members of SNAP Huddles spend much less
time in their meetings and have fewer involved discussions, despite having as many or
more patients to address than members of Rounds do. This efficiency may be indicative
of greater implicit coordination amongst members, resulting in less need for conversation
to gain clarity.

Strategizing and Pedagogy
Explicit Coordination
Again, the observable features of strategizing processes are tied to explicit
coordination due to their overt nature. Interactions that result in Establishing Care Plans,
Establishing Contingencies, Adjusting Care Plans, and plans to Coordinate with Other
Teams are features of explicit coordination when overtly established during Rounds and
SNAP Huddles. As previously mentioned, our observations suggest that strategizing
processes were more central to Rounds as compared to SNAP Huddles. Taken together
with our observation that more time is spent discussing patients in Rounds, we may
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conclude that Rounds tend to contain more explicit coordination, indicative of more time
spent in discussion and overt planning, than SNAP Huddles. Additionally, it may be that
because Rounds have an element of pedagogy, in as much that there is an expectation that
learning, teaching, and at times quizzing and lecturing will take place, strategizing and
care planning activities are already expected to take place in an overt fashion and are
intertwined to a degree. Indeed, interactions, namely between Residents and Attendings,
that may be considered pedagogical can transition into strategizing and vice versa.

Implicit Coordination
Strategizing processes may happen internally and on an individual basis for
members of Rounds and SNAP Huddles, perhaps based on Informing or processes that
result in Gaining Clarity. This is apparent when observing SNAP Huddles, where
Registered Nurses may report on patients without there being any further discussion from
other members who make personal notes or records. For some of these patients, their care
plans may be relatively straight-forward and apparent to the members of SNAP Huddles
and require no discussion. Or, some patients may need to be discussed more than others
based on their stage in their hospitalization journey; newly admitted patients will need
less attention from Case Management than those reaching critical time periods from a
discharge and throughput perspective.
Implicit coordination is apparent, to some extent, in Rounds also. In particular, the
Nurse Navigator may go the duration without contributing information or involving
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themselves in discussions about patients, yet apparently forming plans of action based on
updates and discussions held by other members. This became apparent when, during the
end of a Rounding episode, the NN informed that she (the NN) will message nurses the
plan [previously established with Residents and Attending] since they [the nurses] were
not present (3/25, Rounds - R16). This indicates that members may be formulating plans for
future actions based on discussions held during healthcare meeting without explicating
them.
Furthermore, we can observe how some of the coordination that emerges from
Rounds is implicit when the Rounding members transition from the hallway into the
patient’s room. Information and plans that were not verbalized amongst the members
may come forth at this point, and often entails involvement from the patient’s Registered
Nurse. As was learned from preliminary interviews with the Registered Nurses and Nurse
Manager, strategies to help patients recover after surgeries will involve ambulating,
ability to eat and ambulate, as well as breathing exercises using a spirometer. The routine
nature of these activities means that physicians and RNs can coordinate these activities
implicitly.
Research Question 2 – How are cross-team interdependencies acknowledged

and addressed during Rounds and SNAP Huddles?

This research question is addressed through specific sub-codes within our
informing, gaining clarity and strategizing process, namely those which capture Activities
in Other Teams and intention to Coordinate with Other Teams. In addition, our analysis
revealed that boundary-spanning activities are occurring outside of these specific
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processes, and may be focused on past, present, and future actions. We continue the
format used to address RQ2, with the addition of a section titled Boundary-Spanning &
its Temporal Focus.

Informing and Gaining Clarity
Cross-team dependencies are evident during Rounds and SNAP huddles by our
identification of Activities in Other Teams sub-component of Informing and Gaining
Clarity processes. That is, time is taken to relay and elaborate on information about other
teams and individuals who are involved in a patient’s care via the Informing and Gaining
Clarity processes. Again, some of these interdependencies may be overtly communicated
about as we see from our aforementioned examples, and some may be implicated because
of routine cooperation between teams, e.g., nursing and physician teams, and therefore
not communicated about openly.

Strategizing and Pedagogy
Interdependencies are acknowledged through development of plans to coordinate
with other teams, which are evident in the examples provided for these interdependencies
were captured by the following process themes: Strategizing - Coordination with Other
Teams. When considering how the members of Rounds and SNAP huddles are
interdependent, our observations suggest that decisions made during Rounds, or by the
medical team in general, feed into SNAP huddles. The attending physician, together with
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the patient, will decide when it is appropriate for the patient to be discharged, which will
influence actions that Case Management and Nursing teams will take for this patient.
This interdependence was sometimes acknowledged during Rounds, as illustrated in the
following example:
[Speaking about a patient who is getting a nephrostomy tube
placed]. Attending asked Nurse Navigator about scheduling next,
and any "hold ups" [to the patient’s discharge plan] she anticipates
this creating. Nurse Navigator develops a plan to work with Case
Manager to address any hold ups due to [nephrostomy tube
placement]. (3/25, Rounds - R17)
The previous excerpt illustrates how the Nurse Navigator on the medical team is a
central boundary spanner between the medical team and case management and nursing
outside of SNAP huddles. The example was coded as involving boundary spanning for
the purposes of strategizing future interactions with other teams. Aside from the NN, our
analysis revealed a handful of cases where observers attended Rounds and SNAP
Huddles on the same day, and where a Registered Nurse also attended both. The
following example illustrates such an occurrence:
While we were walking, the Dr. asks the [Registered] Nurse
about [patient] number 28. Dr. mentions letting her go home & the
nurse notes the patient was having headaches & passing gas. [While
in with the patient] Dr. notes he is checking in on the patient and
will let her go home [today]. He asks if she has headaches often and
mentions [name or Registered Nurse] is worried. (4/15, Rounds - R18)
[Later during SNAP Huddle:] the Registered Nurse gives an
update: “[the patient’s] observation was 2 hours ago; she [the
patient] will be discharged today. (4/15, SNAP Huddles - SH14)
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It is not always possible for RNs to attend both Rounds and SNAP huddles,
making record keeping important to allow professionals to be informed of important
developments asynchronously. RNs may look at notes to inform their report during
SNAP huddles, or if RNs are not able to attend SNAP huddles, this duty may fall to
another member such as the Case Manager. This is illustrated in the following filed
excerpt of an informal interview held during a SNAP Huddle observation, which was
coded as Gaining Clarity - Searching for Information:
The Case Manager makes an effort to piece together the plan
for a patient based on what nurses report and based on the notes left
by attendings and residents about patients. During one informal
interview, she stated that nurses often don’t have time to read notes
or talk to the doctors. She makes an effort to do this and fill in
information in order to make the SNAP meetings as productive as
possible. In this way, she makes efforts to support the nurses and
fill in the gaps created by the busy environment. (4/15, SNAP Huddles
- SH15)

Boundary Spanning & its Temporal Focus
For each of the excerpts coded in our analysis (i.e., R01 - R19 and SH01-SH16)
we also determined whether a boundary spanning element co-occurred, and whether it
occurred through activities that happened in the past, during the meeting in the present, or
were being planned for the future. This helped to capture how inter-team activities may
be discussed during these healthcare meetings.
In this case, Boundary-Spanning was defined as behaviors that link individuals
who are regular members of Rounds or SNAP, with those who are not regular members
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because they belong to another hospital team yet are involved in the patient's care. When
boundary-spanning was detected, coders were also prompted to indicate whether the
Boundary-Spanning activities are focused on the past, present, or future. For instance, if
an individual is reporting previous interactions with another hospital group, the focus
would be placed in the past. Take, as an example, one of the excerpts from SNAP for
Informing - Activities in Other Teams, where the Registered Nurse is able to relay
information about the rounding team’s activities and intentions for the patient’s care plan
(See excerpt SH03). In this case, the Registered Nurse serves as a boundary spanner
between members in these two meetings. If strategies are being made that involve
Boundary-Spanning and coordinating with other groups, the focus would be placed in the
future; this example from Strategizing- Coordinating with Other Teams, i.e., see R12. In
particular, the italicized portion of the text illustrates the intention for the Resident to
coordinate with another team in the future that is being planned for the future. Finally, if
Boundary-Spanning is happening in real time with someone not usually involved in
Rounds or SNAP (e.g. between doctors and registered nurses) then the focus is on the
present; R07 is an example of such an event which was coded as Gaining ClarityUpcoming Events and Plans.
These examples illustrate how Boundary-Spanning enters into Rounds and SNAP
Huddles, and co-occur with Informing, Strategizing, and Gaining Clarity processes, and
facilitates coordination across the MTS.
Interestingly, our identification of past, present, and future temporal focus for
such Boundary-Spanning activities maps onto themes identified from our preliminary
interviews (Appendix B), Also, the themes of care planning and information sharing map
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were themes identified in these interviews and appear to respectively map onto the
informing and strategizing processes identified in this research. This indicates consistency
in findings across interview and observation methodology, and points to information
sharing and strategizing as being particularly important to Rounds and SNAP Huddles.

Research Question 3 – Do Rounds & SNAP Huddles have differential benefit

under different circumstances

Our results provide us with limited insight into when Rounds and SNAP Huddles
may have the most benefit for the MTS. This relates to our finding that Rounds and
SNAP Huddles have different purposes and outcomes and hence, contribute differently to
the MTS. Their activities may have an impact on healthcare outcomes to a greater or
lesser extent depending on patient and MTS needs. We explore these results, namely by
focusing on when in the MTS lifecycle these meetings play an important role, and how
patient and MTS complexity may factor in.
Informing and Gaining Clarity
For patients that have simple needs with respect to discharge, the activities of
SNAP Huddle members will be less impactful to their outcomes. Alternatively, members
of SNAP Huddles will need to be more involved for patients who require numerous plans
and services, such as post-discharge living facilities or specialized care. Hence, SNAP
Huddles appear to impact the MTS outcomes most heavily when shared patients require
much attention with regards to discharge planning. Regardless of patients’ complexity in
this regard, coordination between nursing, case management, and medical teams is
important for reaching discharge goals to achieve acceptable standards in hospital
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performance and throughput outcomes. Lapses in communication and coordination may
result in prolonged hospital stays that negatively impact the patient and hospital system.
Informing and clarifying for the purposes of reaching alignment on current discharge
plans becomes more important in times leading up to a patient’s discharge. From our
observations, we know that information generated during Rounds may not always reach
SNAP Huddles on the same day. Take the following example, where the Attending
informs the patient that she may be discharged today if she meets certain goals such as
being able to tolerate food...
Attending: we'll let you get home this afternoon if all goes
well' ... "let's see how you do with breakfast and lunch off your pain
meds." (4/15, Rounds - R19)
...yet during Snap, the members, including the patient's RN, were unsure as to whether
this patient would be permitted to eat:
[The Registered Nurse reports that the patient] is now
without ketamine. There was some question about whether she
could have lunch or not - not sure if it was resolved. (4/15, SNAP
Huddles - SH17)

It appears that the members of SNAP were not aware of the care
plan for the patient, namely that they would be permitted to eat and be
discharged if able to tolerate food. In this case, it appears that the
opportunity to transfer this information and develop a shared strategy,
perhaps through the inclusion of a boundary spanner in both meetings,
would have benefited MTS efficiency. In cases such as this,
interdisciplinary rounds that include patients’ Registered Nurses may
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become particularly important, provided they are then able to transfer
information by attending SNAP Huddles. Had a Nurse been present for
Rounds, they would likely have been able to pass on this information on or
clarify the situation at SNAP.

Strategizing and Pedagogy
The purpose of Rounds is primarily for patient care planning. Ostensibly, Rounds
will be especially important when the direction and trajectory of a patient’s care plan is
unclear and may require detailed discussion and collaboration for the sake of the patient.
Rounds may be less critical for routine patients with simpler cases. We can compare two
cases from our examples that highlight this distinction in complexity: in R04, the
Resident reports on a patient who is progressing finely, in R13, the team needs to restrategize a plan of care due to an additional need that the patient has.
Rounds are also an important part of residents’ education and guidance and
provide an opportunity for Attending physicians to assess and provide feedback on
residents’ activities. Possibly, Rounds should prioritize strategizing for complex patients
that require more attention, and a pedagogical focus for relatively simple cases where the
direction of care is more apparent, particularly to the leading attending.
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CHAPTER SEVEN
DISCUSSION
Caring for hospitalized cancer patients requires collaboration and coordination
between multiple disciplines including physicians, nurses, and case managers. At the
onset of this research, the aim was to investigate Interdisciplinary Rounding (IDR) as a
cross-team coordination mechanism for healthcare Multiteam Systems. Early into our
research, we substituted the term IDR for Rounds to account for the times when there are
only single disciplines or teams involved. We took the opportunity to observe another
type of Round, or healthcare meeting, occurring in the same MTS, called SNAP Huddles.
This highlights a different perspective of the processes and cross-team occurring within
the healthcare MTS under investigation. Using a qualitative approach inspired by tenets
of grounded theory, our analysis ultimately identified three processes, and related subprocesses, that appear to the functions of both Rounds and SNAP huddles. Theoretical
and practical implications for the four research questions posed in this study will be
discussed considering our results

Theoretical and Practical Implications
How do Rounds & SNAP Huddles impact MTS processes and cross-team
coordination? The framework that comes through from our qualitative analysis
underscore the processes occurring across the healthcare MTS, namely that information
about patients' medical status, history and context, and care plan is being shared, sought
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out, and clarified during Rounds. Furthermore, these healthcare meetings are used to push
planning and strategizing forward for patient care, which may overlap for teaching and
learning opportunities for Rounds, specifically. Our framework has theoretical and
practical implications which will be discussed in turn.

Theoretical Implications
The consistency with which we are able to observe informing, gaining clarity,
strategizing, within SNAP Huddles and Rounds, and pedagogy in Rounds, illustrates the
purpose of these gatherings and how they function to facilitate MTS processes.
Strategizing and planning, as well as information dissemination and sensemaking have
emerged as important processes in other MTS research (e.g., DeChurch et al., 2011). In
research of healthcare MTS, specifically, similar themes are identified, including the
emphasis on cross-provider, cross-team coordination (DiazGranados et al., 2014; Lee et
al., 2016; Weaver et al., 2014), which is captured in each of our high-order process
themes (e.g., informing and clarifying about activities in other teams), save for pedagogy.
Therefore, we see clearly how Rounds and SNAP Huddles embody a MTS and crossteam focus, adding credence to the call for MTS theory to be considered when
understanding and improving inpatient cancer care effectiveness (Lazzara et al., 2018).
Additionally, we can conclude that Rounds and SNAP Huddles serve as an MTS
coordination control mechanism because they are routinized opportunities for intra- and
inter-team collaboration (Shuffler and Carter’s, 2018).
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The process themes identified from our research are also in line with much of
what we know occurs during rounds and interdisciplinary rounds. Namely, Ratelle et al.
(2019) identify sensemaking, clarifying, and information sharing around what is known
about the patient’s situation, as well as planning and strategizing further actions for the
patient to be central to many Rounds. Not only does this study add to existing literature
on these domains, it brings in SNAP Huddles as another healthcare meeting type where
such processes are happening.
The differences between Rounds and SNAP Huddles are showcased by their
distinct composition (from different MTS teams), differences in their focus (e.g.
discussion of treatment and clinical procedures vs strict discharge), and differences in
structure (longer, more discussion heavy, vs efficient and update-focused). Literature on
interdisciplinary rounding details the variability in the focuses of healthcare meetings
(Bhamidipati et al., 2016), and this variability is also seen across Rounds and SNAPs.
Luciano et al.’s (2018) concept of differentiation illustrates this well; differentiation
within MTS determines how teams are dissimilar, such as in terms of goals, functions,
and methods of linking and connecting. Taken together, we see that our research
illustrates how different healthcare meetings within the same MTS facilitate processes
towards achievement of common MTS goals but do so differently based on their focus on
team-specific, proximal goals.

Practical Implications
A close consideration of how Rounds and SNAP Huddles are positioned to
facilitate MTS processes and achievement of superordinate goals can allow practitioners
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to determine how they may be optimally structured and organized. This includes
consideration of how they are different, both in their local processes, their composition,
and their ultimate contributions to the MTS. Healthcare practitioners and leaders will do
well to communicate the purpose and intended outcomes of these healthcare meetings to
its members. This includes elucidating the ways in which these meetings facilitate MTS
processes that result in successful patient care and effective particularly cross-team
coordination processes. To further facilitate cross-team coordination through Rounds and
SNAP Huddles, practitioners may want to consider coaching or training that highlights
cross-team coordination by, e.g., cross-training individuals in the MTS on team-specific
frames of reference (Firth Et al., 2015), or establishing elements of multiteam
membership through, for instance, facilitation of interdisciplinary meetings.
What role does Rounds & SNAP Huddles play in terms of facilitating
implicit and/or explicit coordination processes for in-hospital cancer care MTSs? Our
results reveal elements of implicit and explicit coordination occurring during Rounds and
SNAP Huddles. We elucidate these observations by drawing from MTS and coordination
research and discuss implications for the specific case of the healthcare MTS under study.

Theoretical Implications
Rounds and SNAP Huddles both provide the opportunity to bolster explicit and
implicit MTS coordination processes. Explicit coordination is epitomized by overt
planning and communication (e.g. Espinosa et al., 2004) and is therefore, unsurprisingly,
apparent during these healthcare meetings where this is the central focus. Because
Rounds and SNAP Huddles are routine meetings that use established procedures
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(handover of information), and protocols (documenting notes in EPIC), they build
implicit coordination which is marked by the absence of a conscious effort to coordinate
(Espinosa et al., 2004). Thus, we can see how the MTS under investigation in this study
uses these meetings to establish and engage in implicit and explicit coordination.
Kolbe et al.’s (2016) CO-Act framework, which makes the distinction between
implicit and explicit coordination of information and actions, where the former occurs
unprompted while the latter is requested. Considering this framework in light of our
results, it would appear that SNAP Huddles facilitate more implicit coordination, while
Rounds facilitate more explicit coordination processes since in-depth discussion,
clarification, and strategizing was more common in Rounds. It therefore appears that
Rounds and SNAP Huddles contribute differently to the MTS in terms of the type of
coordination they rely on and facilitate in order to push forward MTS functions.

Practical Implications
Rico et al. (2018) describes how explicit coordination facilitates adaptability and
strategizing in MTS, but is time consuming, while implicit coordination is a hallmark of
MTS efficiency and is less time consuming. Practitioners may consider when and why
explicit vs implicit coordination may be needed for healthcare meetings, depending on
the purpose and desired outcomes. Because it appears that Rounds and SNAP Huddles
use and produce implicit and explicit coordination to different extents, it begs the
question: do these meetings need to facilitate, or incorporate, more of one or the other,
particularly in consideration of cross-team coordination needs.
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The extent to which explicit vs implicit coordination may be necessary also
depends on individual and team competencies. MTS Healthcare research tells us that
explicit coordination may be more important for newly formed teams (Lee et al., 2016).
In Round, for instance, implicit coordination may replace explicit coordination as new
coming residents progress further into their rotation and gain experience in the healthcare
MTS. Core members with greater tenure and professional experience can be expected to
have greater capacity for implicit coordination, due to more developed MTS mental
models and transactive memory. For Rounds, the Nurse Navigator serves as a prime
example of such an individual and can be relied on to engage in implicit coordination to a
greater extent, both within and across teams. Practitioners may therefore position these
individuals to engage with MTS coordination activities that depend on implicit
coordination.
How are cross-team interdependencies acknowledged and addressed during
Rounds and SNAP Huddles? Through our identification of Boundary Spanning activities
that occur during Rounds and SNAP Huddles, we are able to discuss how these meetings
provide the opportunity for cross-team collaboration, coordination, and identification of
interdependencies. There are clear ties to boundary spanning research and MTS research
from which we can draw theoretical conclusions, along with practical take-aways for our
MTS under study.

Theoretical Implications
Research on interdisciplinary Rounding shows us how teamwork can be
facilitated through healthcare meetings (e.g. O’Leary et al., 2016; Wickersham et al.,
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2018), and our finding contributes evidence that such meetings also facilitate work at the
inter-team and MTS level, namely through boundary-spanning. We see parallels between
our process framework and cross-team boundary spanning processes identified by
Ancona and Caldwell (1992), which involve behaviors that establish inter-team task
coordination, seeking support from external parties, and representing team interests.
From MTS research, we know that boundary spanning may be structured and formalized
by designating point people or teams to conduct boundary-spanning activities (Davison &
Hollenbeck, 2012), or unstructured and less formalized through ad hoc, discretionary, or
unplanned cross-team interactions between multiple members of each team (Lanaj et al.,
2012).
Our study contributes to research on boundary-spanning and MTS coordination
by drawing attention to the fact that meetings may facilitate boundary-spanning with
different temporal foci. This illustrates the different ways healthcare meetings can
identify and support inter-team dependencies by being oriented to the past, present, or
future. We notice an overlap with elements of pre-briefing and debriefing activities,
which, respectively, involve preparing teams to engage in upcoming events or unpacking
past events for the purposes of learning and improvement (Tannenbaum & Cerasoli,
2013). This provides another way to conceptualize how Rounding and SNAP Huddle
activities facilitate care coordination and contributes to interdisciplinary rounding and
rounding literature from the perspective of debrief and prebriefs.
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Practical implications
Our results illustrate how Rounds and SNAP Huddle are opportunities for crossteam boundary spanning yet may not occur due to direct involvement from multiple
teams. Whether boundary-spanning is informal or formal can change depending on the
circumstance, and Practitioners should realize that complicated MTSs may require a
multi-pronged approach that allows for numerous forms of boundary spanning to occur.
For instance, established meetings that consistently include members of multiple teams
can engage in-person boundary-spanning, whereas mono team meetings may boundaryspan by discussing and planning for inter-team coordination. In the latter cases,
practitioners may use pre-briefing and debriefing strategies since meetings that
incorporate these elements are known to support MTS coordination (Smith et al., 2020).
The MTS may be re-structured to allow for more in-person cross-team boundary
spanning to occur such as through rescheduling meetings to mutually convenient times,
which has improved performance outcomes in other healthcare groups (Reimer &
Herbener, 2014). Boundary-spanners may also be formally appointed to attend multiple
meetings. For instance, residents may be designated to attend SNAP Huddles which may
be particularly beneficial during instances where inclusion of Registered Nurses in
Rounds is difficult or impossible. This could facilitate real time clarification, information,
and strategizing between the case management, nursing, and medical teams which has
been found to benefit interdisciplinary meetings in other contexts (Miller et al. 2009).
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Do Rounds & SNAP Huddles have differential benefits under different
circumstances? It is clear from our study that Rounds and SNAP Huddles play unique
roles in facilitating healthcare outcomes in the MTS under investigation. We glean from
our results that holding Rounds and SNAP Huddles may become more or less important
during different moments in a patient's hospitalization lifecycle or depending on their
medical complexity. We will discuss how these findings possibly map onto existing
theory, and the implications this may have for practice.

Theoretical Implications
Our findings coincide with research that demonstrates how teams may become
more or less central to the accomplishment of an MTS goal at different points in time
(Davison et al., 2012). Cross-team coordination may also become more or less important
at different points in time, and teams that prioritize cross-team coordination under such
conditions outperform teams that are inwardly focused (Marks et al., 2001). This
illustrates how important it is for teams to realize when to keep within-team vs betweenteam activities in focus. But, as we know, the complexity of MTS makes coordination
becomes difficult, and breakdowns become more of a risk under dynamic, complex
circumstances (Zaccaro et al., 2020). We found evidence of the potential for cross-team
coordination breakdowns in the studied healthcare MTS (see R19 and SH17 ), which is
unsurprising given the notoriously complex and sometimes fragmented nature of
healthcare systems processes (Levit et al., 2014).
Speaking in terms of goal-hierarchies, our study suggests that Pedagogy may be
considered as a proximal goal for the medical team, since such objectives are not
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represented in SNAP Huddles. In theory, a Rounding team that places inordinate
emphasis on pedagogy, will produce outcomes that negatively when the need for other
processes, like strategizing for patient care is pertinent for MTS success. Indeed, research
of MTS operating in high-risk environments describe how leaders must balance withinteam and between-team focus at appropriate times (e.g., DeChurch et al., 2011). Luciano
et al., (2018) suggests that such choices may be informed by considering the state of
MTS dynamism. This construct describes how much variability vs stability exists within
an MTS, e.g. in terms of medical complexity in patients or large interdependent MTS.
For such MTS, a greater emphasis on cross-team coordination and collaboration may be
in order.

Practical Implications
By establishing this common understanding within, and across teams, about the
ways in which Rounds and SNAP huddles differentially support MTS processes, leaders
and practitioners can help keep these meetings properly focused and draw attention to the
need for cross-team coordination at appropriate times. In the case of the healthcare MTS
under investigation, this may be particularly important for matters related to discharge.
Practitioners might consider when interdisciplinary meetings between members of the
case management, nursing, and medical team may be most needed to close gaps in
coordination and align differential contributions of teams. This could support outcomes
related to throughput standards, based on research from other multidisciplinary meetings
in healthcare (e.g., Begue et al., 2012).
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Healthcare meetings that have multiple purposes, such as Rounds, will require
practitioners to prioritize their focus at times. This should be done by keeping in mind
MTS needs, particularly since these may be less salient than within-team objectives. In
the case of our research, healthcare practitioners may consider how complex and dynamic
the medical situation of their patients appears to be, which may guide the extent to which
they will focus on resident education vs care planning.

Limitations and Future Direction
This study contributes to theory on Multiteam System coordination in hospital
settings, and informs practice related to utilization of healthcare meetings as a
coordination mechanism. While this study has produced a rich and extensive
understanding of the MTS under investigation, there are limitations in knowing the
transferability of our results. Furthermore, our lack of quantitative measures limits our
ability to determine causality as well as statistically legitimacy of our findings. This
provides numerous opportunities for future research.
Our research found that Rounds and SNAP Huddles make use of similar
processes and sub-processes, yet members appear to engage them to different extent.
However, we did not quantify how often Rounds and SNAP Huddles focused on different
processes (e.g., informing vs strategizing) or sub processes (informing about patient
status vs informing about activities in other teams). Further investigation could
systematically investigate this topic to elucidate the extent to which, and under what
circumstances, there is a differential focus on such processes.
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Future research could expand upon our findings that SNAP Huddles are shorter in
duration, and apparently more structured, than Rounds by closely investigating how these
different structures may impact MTS outcomes and coordination. This is interesting to
explore, given that existing research suggests that there are trade-offs between efficiency
and adaptability when using structured/formal vs unstructured/informal Rounds (Cao et
al., 2018; Townsend-Gervis et al., 2014) as well as for coordination mechanisms in MTS
(see Ziegert et al., 2020). Practitioners would benefit from knowing what outcomes to
expect from different healthcare meeting structures, in order to strategically use them to
maximize MTS effectiveness.
We see from our findings that explicit and implicit coordination is evident during
Rounds and SNAP Huddles. However, the nature of coordination, in particular implicit,
is difficult to directly observe. Future research may endeavor to measure latent factors,
such as shared mental models, to gauge the degree of implicit coordination present
during, or resulting from, these meetings. Furthermore, we did not attempt to measure
quality of inter-team coordination through performance outcomes (e.g., length of stay,
errors and miscommunication and coordination breakdowns). Researchers might
endeavor to draw causal conclusions on how implicit and explicit coordination activities
during healthcare meetings impact measurable MTS performance outcomes. This would
help to further inform existing research that suggests, for example, that healthcare
meetings (particularly interdisciplinary ones) fortify efficiency by bolstering implicit
coordination (Collette et al., 2017; Riegel, 2018).
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Our findings contribute to the boundary-spanning literature by identifying that
there are elements of pre-briefing and debriefing co-occurring with boundary-spanning
activities during healthcare meetings. This line of research may be advanced with further
inquiries into how pre-briefing, debriefing and other coordination strategies are used
during healthcare meetings. The healthcare context appears to provide an avenue for
research into pre-briefing and debriefing as it occurs in multi-team contexts, and
furthermore, as it occurs with boundary-spanning.
Inter-team interdependencies (particularly relating to discharge activities) emerge
as a key element that members of Rounds and SNAP Huddles should, and do, consider
during their meetings. However, a systematic investigation of interdependency types and
patterns was beyond the scope of our research. It is therefore unclear how medical,
nursing, and case management teams bi-directionally impact one another through their
meetings. Future research could use interdependence framework (e.g., sequential,
reciprocal, intensive, etc.; Taplin et al., 2015) to delineate how, when, and why members
of these teams are interdependent in pursuit of shared goals. With such an understanding,
we would have a stronger basis upon which to determine which coordination mechanisms
and structures may be optimal.
Based on our findings, we suggest Rounds and SNAP Huddles have differential
impacts on the MTS which may change across time and due to the level of complexity
and dynamism within the MTS. However, future research is needed to determine
precisely when these meetings might have different impacts, e.g. as goal hierarchies
(greater cross-team interdependencies) and environmental complexity (e.g. more complex
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patients) change. Additionally, research should consider when interdisciplinary meetings,
or cross-team meetings may serve as countermeasures to MTS breakdowns that may
occur due to these factors. This could aid practitioners in knowing when, and in what
direction, to adjust the focus of healthcare meetings.

Conclusion
Supporting coordination within cancer care multiteam systems continues to be an
important endeavor given the breakdowns and inefficiencies common to these complex
environments. This study sheds light on how healthcare meetings, namely Rounds and
SNAP Huddles, operate as cross-team, cross-disciplinary coordination mechanisms. We
illustrate how this occurs through activities related to Informing, Gaining Clarity,
Strategizing, and Pedagogy that happen during these meetings. Our insights provide
practical guidance for healthcare professionals and outlines several directions for future
research that would expand this area of research.
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